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Commentary

Physician-Assisted Suicide
Overview of the Ethical Debate

ERNLE W.D. YOUNG, PhD, Palo Alto, California

ysician-assisted suicide and euthanasia are the sub-

ject of an ancient moral debate, the modern history of

which has three distinct phases. In the first, it is primarily

theologians who joust with one another. Second, philoso-

phers and others weigh in and begin to make arguments,

pro and con, in more secular fashion. In the third phase,
the debate shifts to the arena of public policy.

Theology

Forty or more years ago, the debate about physician-
assisted suicide and euthanasia was dominated by the-
ologians such as Joseph Fletcher, the Episcopalian liber-
al, and Paul Ramsey, the Presbyterian conservative. In
the chapter “Euthanasia: Our Right to Die” of Fletcher’s
1954 book, Morals and Medicine,! he begins by rebut-
ting the traditional theological arguments against sui-
cide. He then undertakes to refute, one by one, what he
describes as “ten most common and most important
objections” to euthanasia:

OBJECTION: Euthanasia, when voluntary, is really sui-
cide.

FLETCHER: “personal integrity is a value worth the
loss of life, especially since ... there is no hope of relief
from the demoralizing pain and no further possibility of
serving others.”

OBJECTION: Euthanasia, when involuntary, is murder.

FLETCHER: “the motive and the end sought ... are
entirely different in euthanasia from the motive and
intent in murder, even though the means—taking life—
happens to be the same.”

OBJECTION: “God reserves ... the right to decide at
what moment a life shall cease.”

FLETCHER: “Prolonging life, on this divine-monopoly
view, when a life appears to be ending through natural or
physical causes, is just as much an interference with nat-
ural determinism as mercifully ending a life before
physiology does it in its own amoral way. This argument
that we must not tamper with life also assumes that
physiological life is sacrosanct ... a form of vitalism ...
which we reject.”

OBJECTION: Euthanasia violates the Biblical com-
mand, “Thou shalt not kill.”

FLETCHER: “Certainly those who justify war and cap-
ital punishment, as most Christians do, cannot condemn
euthanasia on this ground.”

OBIJECTION: “suffering is a part of the divine plan for
the good of [the human] soul, and must therefore be
accepted.”

FLETCHER: “Does this mean that the physicians’
Hippocratic Oath is opposed to Christian virtue and doc-
trine? If this simple and naive idea of suffering were a
valid one, then we should not be able to give our moral
approval to anesthetics or to provide any medical relief of
human suffering.”

OBJECTION: Patients pronounced incurable might
recover after all, for doctors can and do make mistakes.

FLETCHER: “This seems, frankly, like a fundamental-
ly obstructionist argument. It [is] ... an evasion based on
fallibility.”

OBJECTION: patients racked by pain might make
impulsive and ill-considered requests for euthanasia.

FLETCHER: “To this there are two rejoinders: first, that
a careful law ... would provide that there must be med-
ical advice that death is certain, which rules out any
hasty euthanasia in non-fatal illnesses; and, second, that
the law would provide an interval between application
and administration.”

OBJECTION: The moral and legal approval of euthana-
sia “would weaken our moral fiber, [and] tend to encour-
age us to minimize the importance of life.”

FLETCHER: “It could just as easily be reasoned that to
ask for euthanasia, to leave voluntarily for the unknown,
would call for courage and resolution and faith, and
would encourage us to live with faith and without fear.”

OBJECTION: that the ethics of a physician forbids the
taking of life.

FLETCHER: “We have already recognized that as a
fact, but the issue is raised precisely because there are
cases when the doctor’s duty to prolong and protect life
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is in conflict with [the] equal duty to relieve suffering.”

OBJECTION: Doctors, while engaging in the practice,
do not want euthanasia made legal.

FLETCHER: Fletcher counters this final argument with
data, drawn from various surveys, showing that “a good
many doctors feel ... that euthanasia ought to be legalized.”

Fletcher shows himself to be an ardent advocate of
“voluntary medical euthanasia—as a means of ending a
human life enmeshed in incurable and fatal physical suf-
fering.”

Paul Ramsey countered Fletcher’s arguments in his
1970 book, The Patient as Person: Explorations in
Medical Ethics, in a chapter entitled, “On (Only) Caring
for the Dying.” Ramsey inveighed against two opposite
extremes that can be summed up in Arthur Hugh
Clough’s aphorism in The Latest Decalogue, “Thou
shalt not kill; but need’st not strive/Officiously to keep
alive.”” This is how Ramsey expressed it: “One of these
extremes is the medical and moral opinion that there is
never any reason not to use or to stop using any and all
life-sustaining procedures. The other extreme is that of
those, including a few theological ethicists, who favor
the adoption of active schemes of positive euthanasia
which justify, under certain circumstances, the direct
killing of terminal patients.” He subsequently criticizes
Fletcher by name: “The fact that [Professor Joseph
Fletcher] is himself a proponent of euthanasia ... has
meant on his part a serious misunderstanding of the
ethics of only attending the dying.” Ramsey strenuously
insists that there is a moral distinction between what he
calls acts of omission and acts of commission: “In omis-
sion no human agent causes the patient’s death, directly
or indirectly. He dies his own death from causes that it is
no longer merciful or reasonable to fight by means of
possible medical interventions.” In commission, of
course, the causal link between the action taken by the
physician and the ensuing death of the patient is direct
and unmistakable.

Ramsey sees acts of commission, which include
physician-assisted suicide and euthanasia, as inimical to
his theological perspective:

If we seriously mean to align our wills with
God’s care here and now for [the dying], there can
never be any reason to hasten them from the here
and now in which they still claim a faithful pres-
ence from us.... This is the ultimate ground for
saying that a religious outlook that goes with grace
among the dying can never be compatible with
euthanistic acts or sentiments.

All well and good, except for those who do not hap-
pen to share Ramsey’s theological point of view.

Philosophy

In the second phase of the debate, philosophers and
physicians weigh in, making many of the same argu-
ments for and against physician-assisted suicide and
euthanasia, but in more secular terms. Those in favor

emphasize considerations such as mercy in the face of
unmitigable pain; self-determination in matters of life
and death; and human dignity as residing in control over
the manner and timing of one’s death. Some argue that
there is no morally significant distinction between pas-
sively letting die and actively hastening death; that
sometimes killing is morally justifiable; that society
should determine the ethos of medicine; that this is
essentially a private matter; and that legalization can
ensure that there are constraints on the practice of physi-
cian-assisted suicide and euthanasia.

Those opposed hold the opposite to be true: that ter-
minal pain can always be managed; that our lives are to
be held in trust and that we do not have the authority
ultimately to dispose of them; and that human dignity is
to be found in the acceptance and transformation of suf-
fering. They counter the protagonists’ arguments that
there is no moral difference between passively letting
die and actively hastening death, and urge that killing is
intrinsically evil; they hold that medicine has values
independent of those of society; that, far from being a
private matter, the practice of physician-assisted death
has public implications; and that the danger of the “slip-
pery slope” is actually increased with legislation.

This is not the place to offer a critique of these
assumptions. I take the most salient points to be the fol-
lowing: on the pro side, the argument from autonomy or
self-determination, as well as the claim that it is the
physician’s duty to alleviate suffering; and on the con
side, the counter-claim that killing is contrary to the
inherent ethos of medicine and warnings about the “slip-
pery slope.”

Margaret P. Battin speaks eloquently for those in favor
of physician-assisted suicide, arguing that the patient has
not only the negative right to self-determination but also
the positive right to assistance from a physician (Battin
MP, “Physician Assisted Suicide and Opt-Out
Conscience Clauses: Is a Physician Ever Obligated to
Help?”, unpublished manuscript). The patient, she holds,
has “a negative right not to be interfered with—that is, to
be free to commit suicide if he or she wishes.” No longer
do the theological concepts of stewardship and of theon-
omy (as distinct from autonomy) function as con-
straints—Battin sees human beings as fully emancipated,
answerable to no one but themselves. Physicians, she
argues, to whom alone society has entrusted custody of
the means of ensuring a good death, have a positive duty
to help those terminally ill patients in intractable pain
who wish to die—a duty grounded in the bioethical prin-
ciples of beneficence and non-maleficence. Alleviating
suffering is an obligation deriving from these principles;
mercy would require the physician to assist in the suicide
of a patient whose suffering cannot be alleviated by phar-
macological or other means.

Thinkers such as John Harvey,* for example, take the
opposite view, as do Leon Kass, Willard Gaylin, Edmund
Pellegrino, and Mark Seigler.® They aver that assisted
suicide and “mercy killing” are contrary to medical tra-
dition and medicine’s internal morality. All appeal to the
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Hippocratic Oath and the codes of ethics of the American
Medical Association, the American College of
Physicians, and the World Health Organization. All are
concerned that the nature of the physician-patient rela-
tionship will be irrevocably altered for the worse if physi-
cians are given a license to kill. And all are troubled by
the potential “slippery slope”—especially in light of
reports from the Netherlands that the line is commonly
crossed between “voluntary” and “involuntary” euthana-
sia, between competent adults and incompetent children,
and between considering life overly burdensome to one-
self and having one’s life considered overly burdensome
to others.® Furthermore, those opposed to physician-
assisted suicide (PAS) point out collectively, the logic of
the Fourteenth Amendment to the US Constitution would
surely dictate that a right given to the terminally ill, com-
petent adult, in unmitigable pain should also be extended
to those not terminally ill, the incompetent, and those
whose pain was potentially manageable but who had
tired of life. This is a point of particular concern to the
disabled, who for years have been warning against the
dangers of the “slippery slope.”

Public Policy

Two recent federal court rulings (from the Second
and Ninth Circuit Courts of Appeal) have created a de
facto constitutional right to the assistance of a physician
in committing suicide in certain circumstances. The rul-
ings have been appealed to the Supreme Court, which
should hand down its judgment this summer.

In two recent articles in The New England Journal of
Medicine, David Orentlicher and George Annas make
arguments respectively for and against the courts’ deci-
sions.” Orentlicher argues, as Fletcher and others have
done, that there is no moral difference between assisted
suicide and the withdrawal of treatment: “... the relevant
issue is whether the person is dying and beyond help, not
whether the person dies as a result of treatment with-
drawal or suicide.” He proposes that “if we view physi-
cians fundamentally as relievers of discomfort or dis-
ease, with health promotion as part of that role, then
assistance with suicide is not only compatible with the
physician’s role but quite possibly an obligation inherent
in it.” And he applauds the courts for “redefining the
right to die to include a right to assisted suicide for ter-
minally ill persons,” because in so doing they “have
brought society’s legal rules more in line with society’s
moral reasoning.”

Annas, indicating how overly sanguine Orentlicher is
in thinking that “society’s moral reasoning” unanimous-
ly supports the courts’ rulings, speaks for many whose
moral reasoning leads them in a different direction. He
is concerned about the “slippery slope.” He fears that “If
states adopt ... regulations [requiring such protections as
second opinions and reporting], the hard-won rights that
the great majority of patients can and do now exercise to
refuse medical treatments are put at risk, since mandato-
ry procedural safeguards can actually frustrate rather
than foster the self-determination of patients.” He also

criticizes the Ninth and Second Circuit Courts of
Appeals for “ignoring the past two decades of jurispru-
dence concerning the right to refuse treatment” and for
“failing to make such basic distinctions as those between
the right to refuse treatment and the right to die, between
suicide and assisted suicide, between law and ethics, and
between ends and means.”

By far the most powerful and compelling critique of
legalizing PAS comes from Daniel Callahan and his co-
author, Margot White, in a recent University of
Richmond Law Review article.® They examine the provi-
sions of bills pending in twelve state legislatures, as well
as the Oregon statute that was passed in 1994. In an
afterword, they also examine the rulings of the Ninth
and Second Circuit Courts of Appeals. Since it seems
likely that we in California will be attempting to devel-
op consensus guidelines for aid-in-dying (should the
Supreme Court hand this issue back to the state legisla-
tures, as I expect it will), it is important that we heed
Callahan’s and White’s critique of various safeguards
that have been proposed.

They look at seven: consent; mental competence or
decisional capacity; voluntariness; restrictions on eligi-
bility; witnesses; definitions of abuse; and reporting
requirements. (To these, I would add three others: how
morally to differentiate “terminal illness” from a chron-
ic, nonterminal but debilitating condition such as multi-
ple sclerosis; how to identify and manage unmitigable
pain and intolerable suffering; and the role, if any, of
hospital ethics committees in reviewing requests for
physician-aid-in-dying.)

Consent. Callahan and White conclude this section of
their paper as follows:

Legislation itself cannot enhance the quality of
an informed consent process that depends on the
individual skills of the physician, that varies from
situation to situation, that involves idiosyncrasies
of patients, and that takes place in private.
Legislation can require that informed consent be
an element of the decision, that it be voluntary,
and even that some other procedural steps should
be required. However, the procedural steps for
consent and information sharing specified in PAS
legislation do nothing to cure the inherent indeter-
minacy of capacity and voluntariness.

Mental competence or decision-making capacity.
Competence, for Callahan and White, “is a value-laden
label that only pretends to scientific objectivity.”
Further,

Competence and capacity are ultimately in the
eyes of the care provider and are subject to the
shifting sands of societal norms and values as
much as individual values. At best, these concepts
provide a minimal threshold standard, below
which the patient’s choice would be reasonably
denied because the patient is clearly not capable of
making the decision. At most, the statutes can only



WIM, June 1997—Vol 166, No. 6

Physician-Assisted Suicide Overview—Young 405

exhort the physician to ascertain some evidence of
appreciation of the information provided, the
nature of the decision, and the nature of its conse-
quences. In the end, it is a professional judgment
call ... about a legal criterion which the physician
has no particular expertise in ascertaining. To say
that this constitutes a safeguard on the practice of
PAS would seem to be stretching the point.

Voluntariness. Callahan and White claim that “this
concept turns out to be even more vacuous and mal-
leable than competence or capacity.” They write,

Autonomy is compromised by the fact of ill-
ness, hospitalization, and all the attendant anxiety
and stress of the medical environment and medical
interventions. In particular, terminal illness would
seem to render autonomy and voluntariness more
limited in practice than its idealized vision sug-
gests. This does not mean that a practice such as
PAS or euthanasia should be nonvoluntary. On the
contrary, it serves to reaffirm our view that leg-
islative assertions that the decision must be volun-
tary neither guarantee voluntariness nor provide
any means to assess it in practice other than by the
existence of a recorded request from the patient.

Restrictions on eligibility. “Proponents of PAS and
euthanasia,” write Callahan and White, “have always
promised that legislation authorizing the practice would
specify narrowly restrictive eligibility criteria as a central
safeguard against indiscriminate, involuntary, or wide-
spread use of the authority.” The two most common
restrictions are “terminal illness” and a life expectancy of
six months or less. Callahan and White object that “ter-
minal illness” is difficult, if not impossible, to define, and
that predicting life expectancy is a guessing game. They
dismiss restrictions on eligibility as unworkable.

Witnesses. “One of the arguments proffered by sup-
porters of legalization,” write Callahan and White, “is
the claim that physicians currently practice assisted sui-
cide and euthanasia in secret and therefore the potential
for abuse is magnified by the lack of witnesses, records,
and monitoring.” The authors’ extensive review of pro-
posed legislation indicates that

witnesses will be present only at the time of writ-
ing and/or signing a written directive asking for
physician-assisted suicide or euthanasia. They will
not be present for any conversations between the
physician and the patient, during any of the con-
sultations, or during the informed decisionmaking
process. In theory, witnesses are meant to provide
some sort of oversight about the patient’s state of
mind and reassurance about the lack of undue
influence and other improprieties. Indeed, witness-
es appear to be subjected to more stringent qualifi-
cations in some of the bills than are patients.

In some of the proposed legislation, one of the two
witnesses suggested may be not only a relative but also

the primary beneficiary of the patient’s life insurance. In
other proposed bills, there is nothing to prevent a com-
plete stranger from attesting to the patient’s soundness
of mind after being assured of his or her identity by
means of a driver’s license.

Definitions of abuse. “Michigan’s proposed statute,”
according to Callahan and White,

is wide open in terms of eligibility, and allows
euthanasia as well as PAS. The statute, however,
does attempt to identify what constitutes abuse:
nonvoluntary euthanasia, forging or falsifying a
directive, coercion, and concealing or ignoring a
revocation of a directive. But since there are no
witnesses to the writing and signing of the direc-
tive requesting euthanasia, and assisted suicide
does not require any witnesses, and since there are
no reporting requirements of any kind, where is
the oversight or accountability, or monitoring of
the process? Where, indeed, are the safeguards?

Reporting requirements. After reviewing the pro-
posed legislation in each of the states considering legal-
ization as public policy, Callahan and White conclude,

Oregon’s statute and all of the other bills
appear to provide blanket immunity from civil lia-
bility, criminal prosecution, or professional disci-
pline for anyone who in good faith participates in,
observes, or carries out the prescription of a lethal
medication. Coupled with the absence of mean-
ingful reporting requirements and the ongoing
protection of privacy and confidentiality, legaliza-
tion of PAS offers no remedy for secrecy, no safe-
guard against abuse, and no limitation on the
potential universe of eligible patients.

I believe that Callahan’s and White’s opposition to
physician-assisted suicide is magnificently one-sided.
Their critique is of pending or present legislative safe-
guards; it does not consider those, more ethical than
legal in nature, that institutions and professional organi-
zations might devise.

* %k Xk

Let me end with a brief statement of where I stand. In
physician-assisted suicide, I confront a genuine dilemma.
On the one hand, I have enormous empathy for those rare
individuals, terminally ill and in truly unmitigable pain,
who ask for the help of a physician to enable them to end
their lives. These are the individual cases in which I
believe physician-assisted suicide to be a morally respon-
sible act, both of the compassionate care giver and of the
suffering patient. I deplore the fact that in such circum-
stances the physician has to act covertly and illegally.

On the other hand, I am troubled by the compulsion
to leap from individual cases in which PAS seems
morally justifiable into the arena of public policy where
PAS is sanctioned across the board. Such a public poli-
cy is potentially fallible. The danger of the “slippery
slope” (which form of argument I typically regard with
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the utmost suspicion) in this case is real: recent reports
from the Netherlands verify the danger.%*® Therefore,
should physician-assisted suicide be legalized in the
United States, those of us who would like to develop
ethically sound policies, procedures, and safeguards for
institutions and professionals to prevent abuse would do
well to take seriously the concerns raised by Callahan
and White. For if we cannot meet their objections and
surmount the obstacles they identify, the worst fears of
those opposed to aid-in-dying are likely to be realized.
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